Two carpenters developed rhinitis, conjunctivitis, bronchial wheezing, and dyspnoea while using obeche (Triplochiton scieroxylon, African maple) at their work while they built saunas. Skin Bronchial provocation with the patient inhaling obeche sawing dust in an exposure chamber for five minutes was performed ( fig  1) . After 20 minutes the patient developed rhinorrhoea, bronchial wheezing, and dyspnoea. On auscultation expiratory wheezing could be detected. The FEV1 decreased from 3-91 to 2 51 (35%) and PEF values changed from 540 to 300 1/min (45%). A control test with lactose did not show any changes in either FEV, or PEF values.
The symptoms disappeared after avoiding the use of obeche. Obeche may cause a health hazard to carpenters who are exposed to this dust and who may develop allergic symptoms after the exposure.
and specific IgE to obeche was 17-5 IU/ml. A skin prick test with an inhouse obeche test reagent (2 mg obeche dust in 50 gl PBS, pH 7 4, at 22°C) showed an immediate weal and flare reaction 12 mm in diameter. A skin prick test with the same obeche test reagent in 10 control individuals without any allergic symptoms was negative. The chest radiograph was normal. The FVC and FEV, were greater than 80% predicted.3 No evidence of bronchial hyperreactivity was detected by metacholine provocation testing.
Bronchial provocation with the patient inhaling obeche sawing dust in an exposure chamber for five minutes was performed ( fig  1) . After 20 minutes the patient developed rhinorrhoea, bronchial wheezing, and dyspnoea. On auscultation expiratory wheezing could be detected. The FEV1 decreased from 3-91 to 2 51 (35%) and PEF values changed from 540 to 300 1/min (45%). A control test with lactose did not show any changes in either FEV, or PEF values.
Occupational asthma due to obeche was diagnosed. The patient continued to work as a carpenter but began to use a ventilatory mask and avoided using obeche at work. His symptoms disappeared and he remained asymptomatic except once when he used an electric saw which had been used by another carpenter to cut obeche. The leucocyte count was 9-9 x 109/1 with 2% eosinophils; total serum IgE was 2560 IU/ml PATIENT 2 A 26 year old carpenter presented with dyspnoea. He had worked as a carpenter specialising in building and repairing saunas and bathrooms since 1986. He had a history of atopic dermatitis but no history of allergic respiratory disorders. He had smoked 15-20 cigarettes a day for eight years.
In 1991 the patient developed rhinorrhoea and dyspnoea a few hours after he had been sawing obeche material. After a few days, severe dyspnoea occurred immediately after using obeche. Auscultation revealed wheezing which recovered after administration of asympathomimetic drug. He subsequently continued his work and developed severe dys- became asymptomatic and could continue to work.
Discussion
The immunological mechanisms of hypersensitivity to obeche are uncertain because the nature of obeche tree antigens has not been established. It is likely, however, that proteins found in the latex play a major part in triggering both antibody and cell mediated responses after antigen exposure in sensitised individuals.2 Both patients in this report had a history of atopic dermatitis and both smoked regularly. According to recent literature there is an increased risk among atopic individuals for developing occupational asthma. 4 Smoking, which is associated with an increased total serum IgE, is another risk factor.45
Non-specific bronchial hyperresponsiveness was not a predisposing host factor in the development of red cedar asthma.6 In the present study, one patient had non-specific bronchial hyperresponsiveness and the other did not. Nasal symptoms, on the other hand, can appear as an early sign of occupational asthma.46 According to earlier studies rhinorrhoea and conjunctival symptoms are early signs of work related exposure which occurred in both patients in the present study.
